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ATTACHMENT 3.1-A
(Attachment #5)
(Page 2)

LIMITATIONS
(Cont.)

10.

11.

12.

13.

Admission to a general hospital for psychiatric care by a physician is

limited to those cases determined by established criteria and

utilization review standards to be of a severity and intensity that

appropriate service cannot be provided in any alternative setting.

Inpatient hospital care for treatment of alcoholism and/or drug

dependency will be limited to acute care for detoxification only.

Service not actually furnished to a client because the client failed to

keep a scheduled appointment will not be covered by Medicaid

Procedures determined to be cosmetic, experimental, or of unproven

medical value are non-covered services.

Organ transplant services will be limited to those procedures for which

selection criteria have been approved and documented in

ATTACHMENT 3.1-E.

Selected medical and surgical procedures are limited to designated place

of service. An approved list will be maintained in the Medicaid

Physician Provider Manual.

Cognitive services: the diagnostic/treatment process including, but not

limited to, office visit, hospital visits, and related services, are

limited to one service each day per provider.

The Agency may exceed the limitations on existing covered services to

the extent allowed by law, if its medical staff determines:

a. that the proposed services are medically appropriate; and

b. that the proposed services are more cost effective that
alternative services.

The Division shall impose a co-payment for each physician visit, maximum

of one per date of service, when a non-exempt Medicaid client, as

designated on his Medicaid card, receives the physician service. The

Division shall limit the out-of-pocket annual expense to $100 per

client. These amounts are designated in R414-10-6.

a. The Division shall deduct the co-pay amount from the reimbursement
paid to the physician provider, up to the annual maximum.

b. The provider should collect the co-pay amount from the Medicaid
client for each visit requiring a co-payment.

C. There are categories of Medicaid clients who are exempt from the
co-payment requirement as designated in R414-10-6.

d. Services rendered for family planning purposes are exempt from the

co-payment requirement.

T.N. No. ]-0[5
Supersedes Approval Date IOI/JJOI Effective Date Cﬁﬁ 10/{0/
T.N. No. 4 §-003



ATTACHMENT 3.1-B
(Attachment #5)
(Page 2)

LIMITATIONS
(Cont.)

10.

11.

12.

13.

Admission to a general hospital for psychiatric care by a physician is

limited to those cases determined by established criteria and

utilization review standards to be of a severity and intensity that

appropriate service cannot be provided in any alternative setting.

Inpatient hospital care for treatment of alcoholism and/or drug

dependency will be limited to acute care for detoxification only.

Service not actually furnished to a client because the client failed to

keep a scheduled appointment will not be covered by Medicaid

Procedures determined to be cosmetic, experimental, or of unproven

medical value are non-covered services.

Organ transplant services will be limited to those procedures for which

selection criteria have been approved and documented in

ATTACHMENT 3.1-E.

Selected medical and surgical procedures are limited to designated place

of service. BAn approved list will be maintained in the Medicaid

Physician Provider Manual.

Cognitive services: the diagnostic/treatment process including, but not

limited to, office visit, hospital visits, and related services, are

limited to one service each day per provider.

The Agency may exceed the limitations on existing covered services to

the extent allowed by law, if its medical staff determines:

a. that the proposed services are medically appropriate; and

b. that the proposed services are more cost effective that
alternative services.

The Division shall impose a co-payment for each physician visit, maximum

of one per date of service, when a non-exempt Medicaid client, as

designated on his Medicaid card, receives the physician service. The

Division shall limit the out-of-pocket annual expense to $100 per

client. These amounts are designated in R414-10-6.

a. The Division shall deduct the co-pay amount from the reimbursement
paid to the physician provider, up to the annual maximum.

b. The provider should collect the co-pay amount from the Medicaid
client for each visit requiring a co-payment.

C. There are categories of Medicaid clients who are exempt from the
co-payment requirement as designated in R414-10-6.

d. Services rendered for family planning purposes are exempt from the

co-payment requirement.

T.N. No. O] -C1S

Supersedes Approval Date [CH[@[Q{ Effective Date ClZZC/ZCV
T.N. No. ﬁ S-003



